No statistically significant differences were found between these values, according to patient gender. These variables have been pointed out as aspects that favor the rehabilitation process of heart disease patients after hospital discharge.
INTRODUCTION
Self-esteem and social support evaluation has been identified as an important aspect of nursing care delivery for coronary disease patients admitted to the hospital and treated as outpatients (1) (2) . However, gender differences and similarities that affect these patients when they go through various health issues, such as an ischemic coronary event, must be taken into account in this evaluation.
Women with coronary artery disease (CAD) present clinical, physical and social disadvantages in comparison to men, a fact that may influence recovery perception following ardiac (3) events. Although this study refers to gender as a biological difference among cardiac disease patients, it is well known that social, psychological, cultural and biological factors contribute to the concept of gender, and these factors may influence behavior during the disease process and throughout its recovery (3) .
Social support is believed to be a potential helping factor for decreasing stress and triggering chronic patients' coping mechanisms, as in those with coronary disease. However, a lack of consistency and explicitness in building this concept has been a great issue when interpreting study results. Social support has been broadly defined as comprising different components, where the structural and functional components stand out (4) .
The structural component analyzes the integration versus the isolation level of a person in a social network. The functional component refers to the extent to which social relations may accomplish a range of functions. In literature, two functional support categories have prevailed: The instrumental or material and the emotional or esteem. The first category refers to the help available to assist a person to deal with or solve practical or routine operational situations, as in material or financial support or daily activities. Emotional or esteem support is related to the behavior contributing towards making a person feel taken care of, such as listening, being heard, and providing care or company. In addition, some studies include information support, which corresponds to the advice and information received that helps patients evaluate and deal with difficult and stressful situations (5) (6) .
Controversial results have been acquired from studies relating social support and the patients' gender. For instance, a study analyzing post-myocardial infarction recovery and considering patients' gender demonstrated that women adapted better to the situation after the event, presenting with higher social support than men. These results led the authors to conclude that there is a relation between gender, social support and recovery after cardiac disease events (7) . In another study of patients hospitalized for cardiac surgery treatments, no differences in social support were noticed between men and women (2) . In addition, patients' age is a factor that must be considered when analyzing this relationship. Generally, women who experience ischemic cardiac events are older than men who experience the same, which can indicate a worse social support situation, since it is highly likely that they are widows and may have no caregiver to help them deal with this new health situation (3) .
In addition to social support, patients' self-esteem has been considered a crucial factor in cardiac disease recovery. There are still scarce data in the literature to explain the differences and similarities between self-esteem and health related results, mainly regarding gender (8) . Cardiac disease patients' self-esteem has been studied extensively, covering many aspects, including quality of life. High selfesteem has been associated with low depression and tension levels, favoring social and physical recovery and high quality of life after cardiac disease events. In many cases, coronary artery disease patients need to change behaviors (quit smoking, stress management, change eating habits) and commit to new tasks (practice exercises and take medication). Self-esteem has been considered to be an influencing factor on behavior changes. Patients with low selfesteem would, most likely, have lower expectations towards their ability to promote and stick to the necessary changes for recovery (1) .
Bearing the above in mind, this study evaluated coronary artery disease patients' social support and self-esteem who were admitted for diagnosis and/or clinical treatment, considering their gender. Hence, in this study, social support is considered as the evaluation of frequency and satisfaction mentioned by the patient regarding the emotional and material support received (5) . Self-esteem is considered as the evaluation of what patients usually believe about themselves, expressed by approving or disapproving attitudes towards themselves (9) . According to what was exposed above, this evaluation can serve as a resource for nurses so that discharge and outpatient procedures may be better planned for ischemic cardiac disease patients with a view towards a favorable recovery.
OBJECTIVES
The proposed objectives of this study were to evaluate and compare coronary artery disease patients' social support and self-esteem, who were admitted for diagnosis and/ or clinical treatment, according to their gender. A convenience sample was composed of those patients that met the following inclusion criteria: admitted for diagnosis and/or clinical treatment of CAD; admitted in the period between August 2005 and June 2006; above 18 years old; had the ability to answer the questions posed by researchers; and agreed to take part in the study.
METHOD

Lineation, location and study population
Data collection and measurement instruments
Data were collected through individual interviews and individual medical records search. In order to evaluate social support, the Portuguese (6) version of Social Support Inventory for People who are HIV Positive or Have Aids (5) scale was used. Approval was granted by the Brazilian author responsible for the Portuguese version (6) . The instrument, in both its original version and its version for Brazil, demonstrated construct and criteria validity for the populations studied (5) (6) . The Portuguese version had previously been used with cardiac disease patients, and demonstrated high reliability in this population, with Cronbach alpha values ranging from 0.74 (instrumental support) to 0.88 (total) (2) . This scale covers two dimensions of social support, instrumental and emotional. The instrumental dimension was evaluated using 10 items, which assessed the individual's perception of the availability and satisfaction regarding the support received for: solving operational issues related to the health treatment, daily practical activities, and material and/or financial help. The emotional dimension was evaluated using 12 items, which assessed the individual's perception of the availability and satisfaction in regards to being heard, having care and information, company, and emotional support for their health conditions and treatment. Answers were given according to the five-point Likert scale which evaluated the frequency of support noticed (1=never to 5=always); the same was performed for satisfaction (1=very unsatisfied to 5=very satisfied). There is no single score for an instrument calculating four final scores, ranging from one to five, obtained by the average of points in the corresponding items: for frequency and satisfaction as instrumental support, and for frequency and satisfaction as emotional support. The higher the average, the higher the availability perception or higher the corresponding component (5) (6) . In each sub-scale, participants can tell the researcher who their support sources are, considering the following options: husband/wife, family member living with the patient, family member not living with the patient, friends, boss/co-workers, neighbor, health professional, or others. Support sources are evaluated according to the frequency in the investigated group percentage (6) . In this study, this frequency was calculated considering the number of patients per gender. At the end of the instrument, there was also an optional open question asking if the patient had received any other kind of support. This question aims at identifying other relevant support modalities for the patients, and it is present in the Portuguese version (6) . A reduced number of people answered this question, and among those that answered the question, the information complemented the aspects already mentioned in the previous items of the instrument, adding no relevant information.
Self-esteem was evaluated through the Portuguese version (9) (10) of the Rosenberg Self-esteem Scale. This scale is similar to the four-point Likert scale (1=strongly agree, 2=agree, 3=disagree, 4=strongly disagree) and consists of 10 items. The scale permits a total score, ranging from 10 to 40, obtained from the sum of the points from each item, after the reversion of five items (1) . High values indicate high self-esteem (9) .
In this study, the Cronbach alpha values above 0.70 were considered as appropriate to indicate the evaluation instrument's reliability regarding the internal consistency of items (11) . Among male participants, values above 0.70 were obtained for social support sub-scales that investigate perception of emotional and instrumental support satisfaction, and of 0.60 to 0.66 for sub-scales that evaluate the perception of received support frequency and self-esteem levels. Among women, although fewer (n=31) than men (n=48), alpha values were not appropriate for social support sub-scales regarding the perception of emotional support satisfaction (0.66) and instrumental social support frequency (0.52).
In order to ensure the collecting instrument's comprehensiveness, a semantic analysis of the scale (12) was performed. Three subjects, who were potential participants in the study, were interviewed regarding the comprehensiveness of items in the scale and were asked to make suggestions to make each item as clear as possible. This stage resulted in the maintenance of the scale from the adapted versions. Following this, a pilot test was performed with five participants that met the sample inclusion criteria, aimed at checking the appropriateness of the collecting instrument as a whole, including the social support and self-esteem evaluation scales. After the conclusion of the pilot test, alterations to the instrument were proven unnecessary, demonstrating that it was appropriate for data collection. As a consequence, these five subjects were included in the final sample of the study.
Data Analysis and processing
Data were processed using the Statistical Package for Social Science (SPSS) software version 15.0 and, afterwards, analyzed by descriptive statistics. With a view to identifying possible differences regarding self-esteem and social support in patients' gender, the Mann-Whitney test was performed. The significance value adopted was 0.05. For the analysis of social support and self-esteem measures and reliability, regarding the internal consistency of the instruments used, the values of Cronbach alpha were calculated. 
RESULTS
79 patients that met the proposed inclusion criteria took part in the study. From this total, 48 (60.7%) were male and 31 (39.3%) female.
The socio-demographic features of the participants are found in Tables 1 and 2 , as well as the results on gender variables association tests. In most cases for both genders, we found that the majority of participants were married/living with someone, living with one to three people, or retired with no incomegenerating activity (Table 2) . Acute myocardial infarction (AMI) was the most frequent clinical event of CAD for both male and female subjects, affecting 62.5% of men and 48.4% of women. Among the subjects, 37 (77.1%) of the investigated men presented with associated diseases, a condition also occurring in 22 (71%) women; systemic arterial hypertension was the most predominant associated disease, affecting 33 (68.8%) men and 21 (67.7%) women. The average number of days admitted to the hospital, at the time of the interview, was 6.5 days for the male group (DP=5.3) and 8.8 days for the female group (DP=8.0).
Instrumental and emotional social support evaluation was obtained according to the subject's perception regarding the satisfaction frequency, using a scale with values ranging from one to five, with higher values indicating the best support evaluation as perceived by patients. Data from these social support and self-esteem measures and results from the association tests can be found in Table 3 . No statistically significant differences were found between the groups regarding social support and self-esteem. Regarding the social support, emotional and instrumental, perceived by participants, results are shown in Table 4 . In order to standardize results, the percentage related to the source spouse support was calculated as the other sources, over the total number of participants in each group, not considering the marital status variable. We observed that both men and women mentioned relatively the same support sources in both support categories; differences were only noticed in the sources health professional and others. In the others category, participants mentioned as a support source people from religious institutions, for example.
The most frequently mentioned instrumental support sources by men were the wife, followed by family members not living with the patient. Women mentioned family members living with the patient, followed by family members not living with the patient. However, regarding emotional support sources, the wife and the family member not living with the patient were mentioned with the same frequency by men. Among women, they mentioned the family member living with them, followed by the spouse and friends, in the same proportion.
DISCUSSION
Participants' social support has demonstrated high levels of both emotional and instrumental dimensions for both genders (Table 3 ). This result differs from some studies that state that men are more dependent than women and also that, due to their advanced age, women with coronary artery disease need more social support (3) . Men mentioned higher levels of support from wives, while women did not mention the same degree of support from their husbands (3) . In addition, women perceived that they have had lower social support until one year after AMI, compared to men who received less support with their home tasks and informal attention.
It is important to point out that differences among the social support evaluation instruments used here prevent an effective comparison of results. In the group from this study, there were no differences between gender regarding marital status; in other words, they were mostly either married or living within a consensual union. It is an important aspect to highlight, since the variable marital status could have been a confusing variable when analyzing social support according to gender. Some studies have suggested that there is a greater availability and satisfaction noticed for support, especially instrumental, by the people that have a companion (13) (14) . The authors mention that the subjects that are married or living with a significant other present higher support compared to those who are single, widowed or separated. Higher availability and satisfaction perceived regarding instrumental support seems to originate from the fact that this social condition implies a higher material and operational support for the treatment, which is made easier by sharing expenses and by the space proximity between the support provider and receiver. Other studies (3, 15) indicate that women tend to perceive lower informational and instrumental support than men, a fact that may be explained by the position and communication style assumed by them, actively or passively, to receive information about the disease, recovery and risk factors. Women receive less help with domestic tasks, and for married women, the work load may be a harmful factor to their health when they do not receive any help with these tasks. As a consequence, some authors have defended the idea that marriage seems to be a protecting factor for men, but not for women (15) . It is also important to remember that, usually, the results obtained point to a higher dependency of men compared to women recovering from ischemic cardiac events (6) .
Regarding the support source, women are believed to have a more deficient social support since, when they present with ischemic cardiac events, they are at a more advanced age, usually widows, with fewer possibilities of support sources. However, this variable was not observed in this study and we can point out that other studies have not presented conclusive results on this subject. For instance, researches have demonstrated that the older the subject, the higher the chances of presenting other associated diseases, thus experiencing higher levels of complications in recovering from an ischemic cardiac event and presenting more need for social support. Results indicated that older men report poorer social support; however, this was not true for older women, which was a surprising factor since older women tend to be widows and, as a consequence, need higher social support (15) .
Among cardiac disease patients, the fact that the heart is considered a noble organ centralizing life may justify the elevated support noticed by participants coming from their family members and friends. Protecting the sick from strong emotions, avoiding annoyance and minimizing inconveniences are usually attitudes adopted by family members (16) .
An interesting finding in this study regarding support sources was the elevated percentage of participants who mentioned family members not living with them. This fact may have occurred due to the range of subjects in this category, and considering that all interviewed subjects either living alone or those living with more than 4 people could mention this support source, considerably increasing this category. There were also subjects who mentioned spiritual support, a fact that may be related to the role that religion represents for society in general. Studies demonstrate that religion provides help with anxiety, which is intimately connected to the high mortality risk of cardiac disease patients (17) . Elevated self-esteem of patients was demonstrated in this study (Table 3 ). Low self-esteem patients would, most likely, have lower expectation towards their performance for promoting and keeping to the necessary changes for recovery (1) .
On a previous study, with a similar population performed at the same teaching hospital, the authors found that women presented with worse self-esteem, probably related to advanced age and low education level (1) . Also, the cultural tendency pointed these older age women to domestic roles, as a good mother and wife, which may have influenced the self-evaluation of the group regarding selfesteem. In this study, although the female group presented worse self-esteem compared to the male group, there were no significant statistical differences among the measures.
We agree with other researchers on the existence of a direct relationship between social support and self-esteem, and that these are important variables to evaluate for nursing care delivery. Studies have shown that among chronic patients, as cardiac disease patients, those that present considerable social support and high self-esteem present less risk for developing depression throughout recovery (4, 18) .
CONCLUSION AND PRACTICAL IMPLICATIONS FOR NURSING PRACTICE
Results demonstrated elevated social support, both instrumental and emotional, and elevated self-esteem among coronary disease patients admitted to a teaching hospital in the countryside of São Paulo, regardless of the subjects' gender.
Considering that social support and self-esteem have been facilitators for dealing with and recovering from cardiac diseases, we suggest that nurses should include social support and self-esteem evaluation in care delivery planning, focusing their attention on these psychosocial features.
Knowledge of cardiac disease patients' self-esteem can help nurses to plan more consistent ways of care delivery to these subjects, identifying the most vulnerable patients during the recovery period.
Some studies propose that health professionals can support the individuals who experienced the ischemic event with more flexible regimes during rehabilitation, adjusting them according to age and gender variables. In addition, they mention home care programs for rehabilitation, with self-help groups, telephone attendance, and support groups for the family and specific programs.
Currently, due to the health sector crisis, health professionals face many challenges that restrain their actions regarding caring for cardiac disease patients, making it far from the ideal that could have been performed with a view to better rehabilitation. However, evaluating strategies for social support and self-esteem that can contribute to establishing which subjects will present with higher difficul-
